Development of mental hospitals
Mental hospitals in the UK were mainly built in the second half of the last centurythe last in the 1930s. They were the expression of the humane ideas of the period, a major advance in affording the mentally disabled care and protection from community neglect and exploitation. Providing a substitute family atmosphere was often a guiding principle of their construction, perceptible in features of many of the original buildings where they have not been effaced. Economy and security became dominant considerations from the beginning of this century, producing structural and legal changes at the expense of the occupants' welfare: this was a development which was not seriously checked until the post-war period when the establishment of the National Health Service in 1948 provided, with the Mental Health Act of 1959, a firm framework for freer and more flexible arrangements.
This period saw a marked improvement in numbers and training of both medical and nursing staff, together with the consolidation of the valuable specialist services of psychologists, psychiatric social workers and occupational therapists. From about the 1960s the psychiatric hospital formed the base for a network of services, domiciliary, outpatient, day-hospital, and halfway house, supplementing and extending into the community its remedial, rehabilitative, protective and custodial functions. This conception flourished unevenly during the 1960s and provided a model which made British psychiatric services pre-eminent during that period.
Rundown of mental hospital populations
In 1961 Dr Tooth, a medical officer in the Ministry of Health, and Miss Brooke, a statistician in the General Register Office, published a joint paper' in which they showed that the long-stay population in psychiatric hospitals in England and Wales had declined during a five-year period, from 110 000 in 1954 to 78 000 in 1959 -a difference of34 000, ofwhich two-thirds were deaths and one-third discharges. By projecting their figures on the assumption that discharges and deaths would continue at the same rate and making no allowance for recruitment to the longstay population, they concluded that 'none of the long-stay patients resident in 1954 would be in hospital in 1970' and that bed requirements for the future could be calculated on this basis. This conclusion was criticized in subsequent correspondence and articles in the medical press2"3 where substantial grounds were adduced for believing that the decline in mental hospital numbers would not continue at the same rate. It was widely thought, for instance, that the introduction of new psychotropic drugs in 1955 was responsible for the attrition of hospital residents and would guarantee its continuation. An intensive study carried out at St John's Hospital, Aylesbury, tested this supposition by comparing movements of the hospital population for the periods preceding and following the introduction of the new drugs. It demonstrated that between the two periods a steep rise in the admission and discharge rate occurred which was, however, the continuation of a trend preceding the introduction of the new drugs and started in 1952, the time at which the post-war NHS expansion of staff and improvement in amenities was taking effect. The increased discharge of patients after the new drugs were introduced occurred almost wholly among patients suffering from affective illness, neurosis and personality disorder, whose expectation of hospital stay was shortest and who were mainly responsible for the expanded admission and readmission rate. Among schizophrenics, where most benefit would be expected from the new drugs and from whom the bulk of long-stay patients was recruited, there was no change in the number of residents and little in any other index of population movement4.
This fleshing out ofthe skeleton figures provided by Tooth and Brooke clearly did not permit the assumption of a constant universal decline in psychiatric hospital residents. However, in 1967 a Lancet leading article' claimed that the prediction made by Tooth and Brooke had been realized and commented: 'Yet, when it was published, the Tooth-Brooke projection was criticised as being unrealistic and unsound. Despite the criticisms, however, a recently published census (carried out by Miss Brooke)6 of all patients in psychiatric hospitals and units shows that the predictions were substantially correct and that the rundown forecast was in fact being maintained at the time of the census (1963).' Astonishingly, the figures given in the census cited showed the complete reverse (Figure 1 ). In 1975 another energetic Minister of Health, Mrs Barbara Castle, observed in the document 'Better Services for the Mentally Ill' that the major part of specialist psychiatric care was still provided by large psychiatric hospitals. She urged that 'what we have to do is get to grips with shifting the emphasis to community care'. She went on, however, to point out 'the present state of financial stringency' and warned that 'It is clear the scope for making progress during the next few years will be very limited.' It was clear that the plan for providing all psychiatric inpatient care in general hospital units had achieved negligible results in replacing mental hospitals and that the very high cost of providing services separately from the large psychiatric hospitals was recognized.
By 1981, 164 district general hospital psychiatric units had come into operation. However, according to the 1977 figures provided by the DHSS7, this had made only a negligible reduction in admissions to mental hospitals. The same figures dispose of the hope that day hospitals, which during the last two decades have come widely into use, would provide an alternative to treatment in mental hospitals. It appeared that both facilities mainly treat a different population of psychiatric patients from those customarily admitted to mental hospitals.
The DHSS demonstration projects in community care at Worcester and Bolton give no grounds for believing that any services as yet tried can effectively replace those that psychiatric hospitals provide. No evaluation of the Worcester experiment has so far appeared and it seems unlikely to, as the design of the project does not allow for satisfactory comparison with an alternative service. However, the report of the House of Commons Social Services Committee on community care8 records that the planned closure of the county mental hospital which stopped taking admissions in 1978 had not taken place and that in Bolton extra funds of £1.7 million over 3 years were provided to demonstrate transfer of long-stay patients to the community. The cost of transfer per patient was £10 000 annually, and it is not clear how the permanent care of these patients is to be financed or what its cost may be. It is doubtful whether local health authorities can provide this money once the special DHSS allocation expires.
The truth is, as Hawks9 has demonstrated, that the movement towards community care rests on unexamined contentious assumptions about the community, the family, and the nature of mental illness, its course and treatment. Community care assumes the attributes of a moral crusade which induces facile optimism in the face of the cost to children and the burden to elderly parents of shifting the main load of psychiatric care to the shoulders of families.
Rehabilitation of long-stay patients Some idea of the effort and the timescale involved in rehabilitating long-stay patients can be obtained from experience at St John's Hospital in Aylesbury. From the 1960s long-stay patients had been discharged in groups of 5 or 6 to houses rented from the local authority or bought by voluntary bodies. These were the most fit of those long-stay patients who had no home to return to. In order to try out prospective residents and allow them time to develop domestic skills, a small area of the hospital was provided with a kitchen and designated as a rehabilitation flat. The team of nurses, social worker, occupational therapist and doctor who organized this venture were later supported by a rehabilitation committee. As the fitter patients were creamed off, patient selection for this programme became more specific and less a rule of thumb.
In 1980 a survey of all long-stay patients was carried out using the 'Nurses' observation of scale for inpatient evaluation' questionnairelo, which was completed by nurses for each patient together with a social worker's assessment of social circumstances and competence. All patients above a cut-off point on the NOSIE scale had individual evaluation of their potential for living outside hospital and, from the original 200, 44 were selected for the rehabilitation programme. These were accommodated in a free-standing, self-contained unit within the hospital campus which was turned over to rehabilitation, and by 1982 a two-year training programme was established based on behavioural, social-learning principles which incorporated cooking, budgeting and a period of independent living in a flat attached to the unit prior to discharge to domestic-scale accommodation outside the hospital.
This programme benefited considerably from jointfinancing and, as well as a nursing team, including a nursing officer and supporting services from the hospital, had 2 community psychiatric nurses, 2 rehabilitation officers, a ward clerk, occupational therapist, social worker and psychologist. A consultant psychiatrist appointed to the project spent a major part of his time on it.
In the three years since its inception, 69 patientshave been inducted into the programme. Twenty-five have been discharged and remain in the community; 4 returned to the main hospital -(one after discharge). Thus an average of 8.3 patients per year have been successfully resettled and 40 remain in rehabilitation training.
Of the 200 patients who were originally assessed, half were considered unsuitable for the rehabilitation programme, a number of whom were elderly, infirm or disabled. Other groups identified as unamenable to rehabilitation were those suffering from presenile dementia (including brain damage) and the majority of the new long-stay patients who were too behaviourally disruptive to be included.
Parliamentary report on community care (1985) By far the most important evidence of what is happening under the banner ofcommunity care is provided by the report of the review undertaken by the House of Commons Social Services Committee chaired by Mrs Renee Short8. The committee had before it extensive evidence from the DHSS, health authorities, academic experts, Social Service Departments, professional and voluntary bodies, and independent witnesses examined between April and November 1984. They inspected centres in England and in Northern Ireland, where there is no rundown of psychiatric hospitals, and visited psychiatric facilities in the United States. It is, in fact, the most extensive examination of community care that has been undertaken so far.
The committee's report comments straightaway that not a single major psychiatric hospital has been closed since the launch of the 10-year hospital plan in 1962, although a handful have greatly reduced their resident numbers. One is immediately struck by the evidence in the report of distraught relatives whose views on the plan to close mental hospitals are summarized in a quotation from one of their representatives: 'It is like asking a passenger to jump off an elderly ship into the sea with the assurance that the life-boat will be along in a few months' time.' The analogy is a misleading one to the extent that we have a clear conception of what, beyond a vehicle of safety, a life-boat is.
No equivalent firm conception exists of what is required for community care. Its aims, as set out by the Chief Medical Officer of the DHSS l, are 'to provide for those with long-term handicaps and disabilities care which enables them to exercise the greatest practicable degree of independence in a homely environment with opportunities for social contact'.
These are aims we can warm to, but in the same article Dr (now Sir) Donald Acheson points out the ambiguity of the term 'community' and makes a plea for identifying the specific services required for different types of patient.
These aspirations underlie many of the projects which the Short Committee examined but found glaringly deficient in facilities, support, administrative arrangements and, crucially, in an informed and tested plan and strategy. They reported that 'new long-stay patients have been quickly accumulating either in DGH wards or in older mental illness hospitals ... Most of the hospitals we visited were aware of the undesirability of such a policy but few had much alternative.' After visiting examples of alternative provision, the committee concluded that there is 'as yet no working alternative to the best of asylum care provided in mental illness hospitals', and they deplored the setting of closing dates for psychiatric hospitals when no equivalent pressure has been exerted to develop an adequate alternative.
A similar picture of uneven and inappropriate services arising from false assumptions and expectations emerges from the review of deinstitutionalization in the United States by Holloway'2 and by Fagin' 3.
Initiative needed from psychiatric professionals
If we draw together the causes of the present debacle, we can pinpoint the original overestimate and mis-interpretation of mental hospital population trends; the miscalculation represented in the 1962 hospital plan of the cost of replacing mental hospitals and the determination to pursue this headlong without a tried and evaluated alternative. There is, however, a further factor to be considered, referred to in a leading article in the Lancet"4 where the following observation was made:
'Much of the progress made by psychiatry in the past generation has taken place because psychiatrists themselves have led the way. It is sad that they now appear as forces of reaction and that their place as pioneers has been usurped by planners and politicians. It is time for the specialty to emerge from its torpor, cease its selfflagellation and take on the mantle of leadership again.'
The justification for this stricture became apparent in the report of the Short Committee. In 20 full days of taking evidence, the Royal College of Psychiatrists occupied one half session from which no consistent theoretical basis for community care emerged, still less a psychiatric consensus on the problems highlighted by the Short Report. The provision of this surely lies within the province and responsibility of the psychiatric profession.
